ting report equal pro and con views. For quitters, con views were higher than pro views.
These relative pro and con views also predicted subsequent change in smoking (Velicer
et al. 1985).

Since the 1960s, the health-belief model (Kirscht 1983; Rosenstock 1974; Swinehart
and Kirscht 1966) has been a popular approach to understanding expectancy-value con-
cepts applied to smoking cessation. According to this model, attempting to stop smok-
ing is a function of three factors: beliefs about the health consequences of smoking and
perceived susceptibility to the disease consequences, perceptions of available actions
that can reduce one’s risk, and perceptions of the costs and benefits of accomplishing
these actions (Kirscht and Rosenstock 1979). Johnston (1985) and his colleagues
(Bachman, Johnston, O’Malley, and Humphrey 1988), for example, have shown that
changes in perceived risk have accounted for a considerable reduction in adolescent
marijuana use—particularly regular use. They suggest that effects of such beliefs may
be more limited in the case of cigarettes because of the addictive properties of nicotine.
As described in the next section, some recent models have addressed individuals’ belief
in their ability to change behaviors, or self-efficacy (Bandura 1977; Eiser 1983; Eiser
and Sutton 1977; Sutton and Eiser 1984).

Self-Efficacy and Smoking

Bandura (1977, 1982) defines self-efficacy as an individual’s belief in his or her
ability to perform a specific behavior and proposes that efficacy beliefs represent a final
common pathway mediating behavior change. Information from past behavior, model-
ing, affective states, and instruction combine to produce a performance expectation,
which then predicts future behavior. This behavior would, in turn, influence subsequent
efficacy; behavior and efficacy are reciprocally related (Bandura 1982).

The belief in one’s ability to stop smoking has been implicated in the health-belief
model and in Eiser’s (1983) analysis of decisionmaking about stopping smoking. Self-
efficacy theory, then, can be viewed as a historical descendant of the health-belief model
and recently has had a major impact on models of smoking cessation. Itis a major con-
struct in Marlatt’s (1985) influential relapse prevention model, which has spawned
several intervention studies (e.g., Brown et al. 1984; Curry et al,, in press). In Marlatt’s
model, self-efficacy is the key variable in the stage of maintenance (or relapse). It helps
determine how well the individual will deal with high-risk situations or urges and is, in
turn, influenced by successful or unsuccessful coping (Marlatt 1985).

Consistent with Marlatt’s (1985) model, significant results with self-efficacy primari-
ly pertain to client ratings after intervention, and thus predict smoking during followup
periods. When all clients in treatment are considered, posttreatment self-efficacy
ratings correlate strongly with short-term maintenance (Condiotte and Lichtenstein
1981; Coelho 1984; McIntyre-Kingsotver, Lichtenstein, Mermelstein 1983). For the
most part, efficacy scores seem to correlate with outcome most highly when the fol-
lowup interval is shorter (e.g., 3 months) and diminish over time (Coelho 1984; Mc-
Intyre-Kingsolver, Lichtenstein, Mermelstein 1983).

In order to view efficacy as a determinant of maintenance of cessation, it is neces-
sary to demonstrate that it influences the latter independent of performance (level of
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smoking) at the time efficacy is assessed. Results using partial correlations suggest thyy
efficacy scores do provide limited information above and beyond that of current smok.
ing behavior (Baer, Holt, Lichtenstein 1986). A second approach is to correlate self.
efficacy measured postintervention with subsequent followup status only for those
clients who initially quit. Studies using this paradigm have found significant but modest
correlation with 3-month followup (Mclntyre-Kingsolver, Lichtenstein, Memmelstein
1983; Coelho 1984). Self-efficacy also can be assessed during the maintenance phase,
in order to predict longer term followup. Two studies have examined these relation-
ships and both found significant prospective relationships (DiClemente 1981; Baer,
Holt, Lichtenstein 1986). While intervention studies have usually found pretreatment
efficacy unrelated to outcome, one study of unaided quitters found that baseline efficacy
correlated with continuous abstinence at 1 year (Gritz, Carr, Marcus, in press). Another
intervention study found that participants’ attribution of stopping to their own skill and
effort, gathered 3 months after stopping, was correlated with abstinence at 6-month
followup (Fisher, Levenkron et al. 1982). National survey data reviewed by Shiffman
(1986) suggest that lack of confidence in the ability to stop deters many smokers from
attempting cessation.

Outcome Expectations

From a stage perspective, outcome expectations (perceived consequences of smok-
ing or stopping) are more likely to be related to the decision to stop smoking or the ini-
itiation of quit attempts than to success in the stopping process. The effects of brief ad-
vice from a physician offer indirect support for the role of outcome expectations
(Russell et al. 1979). Patients recciving brief advice to stop smoking were more like-
ly to stop relative to control subjects. The physicians’advice probably enhanced the
salience of the perceived positive consequences of stopping or the negative consequen-
ces of continuing to smoke and thus prompted the decision to attempt to stop. Nega-
tive consequences of smoking are potentiated by dramatic illness such as myocardial
infarction. which is often the occasion for cessation efforts; however, relapse is often
considerable (e.g., Baile et al. 1982), although less than with nondiseased smokers
(Ockene et al. 1987). Cognitions concerning the health risks of smoking and the posi-
tive benefits of stopping remain very important from a public health perspective (see
Chapter 4) and the health-belief model may be useful for guiding interventions aimed
at smokers in the precontemplation or contemplation stages of change.

The role of disease in smoking cessation is substantial but not well understood. Cer-
tain environmental changes following a serious illness may aid cessation and/or the in-
formation and fear arousal provided by serious illness may motivate serious quit at-
tempts, but continued maintenance is problematic (Ockene et al. 1985; Perkins 1988). .
Approximately one-quarter to one-half of survivors of myocardial infarctions are

- abstinent from smoking at. extended followups (Ockene et al. 1985; Perkins 1988;
Rigotti and Tesar 1985). While rates of cessation are impressive in some studies of car-
diac and other patients, results of smoking cessation interventions produce inconsistent
intervention effects (Perkins 1988; US DHHS 1986b). Research needs to evaluate the

352



impact of diseases and of dimensions of diseases including chronic and acute events,
severity, and symptom mitigation following cessation, all of which vary across different
diseases.

Information about negative effects on the fetus may trigger cessation among preg-
nant women, perhaps by potentiating a more general awareness of smoking’s dangers.
Pregnancy does prompt some cessation or reduction relative to the “natural” popula-
tion; however, relapse after delivery is high (US DHHS 1980b). Prevalence of smok-
ing among pregnant women and historical shifts are documented in the first part of this
Chapter.

Personal Characteristics and Social Context

Personal Characteristics

Less educated smokers who do stop tend to have higher rates of relapse and shorter
periods of abstinence than do more educated persons. Stopping smoking is more com-
mon among those smokers with greater personal skills or socioeconomic resources (US
DHHS 1982). Prospective studies indicate that education level, income, and skills in
self-management or personal coping are significantly related to success in self-initiated
efforts to stop (Blair et al. 1980; Gritz, Carr, Marcus, in press; Perri, Richards, Schul-
theis 1977). In a multivariate logistic regression analysis of 1985 NHIS data, blacks
were significantly less likely than whites to quit smoking, regardless of SES or
demographic factors (Novotny et al. 1988). Currently there are several research
projects funded by NCI aimed at better understanding SES and ethnic differences in
smoking that may eventually provide information to explain these differences.

The sections on the initiation of smoking and regular smoking discussed the roles of
several personality variables such as extraversion and neuroticism. While associations
between extraversion and smoking have been replicated over the years (Eysenck 1980),
it and other broad personality variables have not shown strong effects in smoking ces-
sation (Lichtenstein 1982). Some evidence indicates that persons high in extraversion
and low in neuroticism are more able to stop smoking (US DHEW 1979a). Internal—
external locus of control has been hypothesized to be related to cessation (internals more
successful) but the evidence is inconclusive (US DHEW 1979a). Research on personal
characteristics is now focusing on more situation-specific or interactional variables such
as self-efficacy, stress, and social support (Cohen et al. 1988; Condiotte and
Lichtenstein 1981; Shiffman 1982).

Stress has been shown to affect initiation of smoking and smoking rate, as well as
relapse following smoking cessation (US DHHS 1988). It appears to be a factor espe-
cially influencing women’s cessation (Abrams et al. 1987; Sorensen and Pechacek
1987), as well as their initiation of smoking (Mitic, McGuire, Neumann 1985). High
levels of anxiety (Schwartz and Dubitzky 1968) and self-reported tendencies to smoke
to relieve negative affect (Pomerleau, Adkins, and Pertschuk 1978) have been as-
sociated with reduced success in stopping. The link of smoking to stress and research
demonstrating the role of social support in buffering stress (Cohen and Syme 1985)
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